Das, DeGiovanni, Gray strains are third generation cephalosporins and ciprofloxacin. Surgical intervention in the form of vegetectomy, valve replacement or embolectomy is often necessary in cases of Hparainfluenzae endocarditis.5 8
Clinical follow up In the light of the monoclonal plasma cell infiltration in the liver and in the absence of bone marrow involvement, the patient was diagnosed with a primary hepatic plasmacytoma. As the location and the size of the lesion permitted neither complete resection of the tumour nor radiotherapy, a chemotherapy regimen, comprised of vincristin, adriamycin and dexamethasone, was started. During the third course of the chemotherapy the patient developed acute re-activation of the HBV infection and HBV DNA was detected in the serum. Administration of steroids was stopped, after which the liver function tests returned to normal and the patient recovered without evidence of chronic disease.
One year after diagnosis and eight courses of chemotherapy, the liver mass has decreased to 7 cm in diameter and serum IgG and K light chain values have returned to normal. There is no evidence of bone involvement on repeated bone scans and bone marrow aspirates, and trephine biopsy specimens and liver function tests remain normal.
Discussion
The patient described here is a young woman who presented with a solitary mass in her liver and monoclonal paraproteinaemia. Histological examination of the liver biopsy specimen revealed diffuse plasma cell infiltration, which was reactive with the monoclonal antibody VS38 and showed immunoglobulin light chain restriction, suggesting strongly that the tumour was a plasmacytoma. The monoclonal nature of the plasma cells was confirmed by molecular studies. Clinical investigation showed that the tumour was confined to the liver and a diagnosis of primary hepatic plasmacytoma was made.
So far, only two cases of primary hepatic extramedullary plasmacytoma have been reported.3 Secondary involvement of the liver by non-Hodgkin's lymphoma is commonly seen in stage 4 disease; however, primary nonHodgkin's lymphomas of the liver are rare. Less than 100 cases have been reported to date.6 Limited information is available about the histological subtypes of primary lymphomas of the liver. Most seem to be high grade B cell neoplasms.6 Recently, four cases with the histological characteristics of low grade B cell MALT lymphomas have been described.7 It is possible that the high grade lymphomas also arise from MALT, although at present there is no evidence to substantiate this. 6 Anthony et al have reported nine cases of small cell T cell lymphomas of the liver.' A more recent study on T cell rich B cell lymphomas of the liver has suggested that some cases reported in earlier papers many also be included in this category.8
The histological diagnosis of solitary plasmacytoma of the liver should be relatively straightforward, if the tumour is composed of sheets of well differentiated plasma cells. The differential diagnosis is largely restricted to the plasma cell rich variant of the inflammatory pseudotumours of the liver. The absence of spindle cells, histiocytes and lymphocytes between the plasma cells is suggestive of plasmacytoma4 and using immunohistochemistry and molecular studies, the monoclonal nature of these tumours can be shown unequivocally. However, if the tumour is composed of relatively poorly differentiated plasmablasts, then a distinction should be made from other high grade B cell lymphomas which also show light chain restriction and clonal immunoglobulin heavy chain rearrangements. The lack of pan B cell antigens such as CD20 and the presence of immunophenotypical markers of plasma cell differentiation, such as expression of VS38, should be helpful in these instances.
About one third of patients with extramedullary plasmacytomas develop multiple myeloma within five years.9 After 10 years, most patients develop either a recurrence or multiple myeloma.4 Locally directed treatment, such as surgical resection or radiotherapy combined with long term follow up, is appropriate in these patients. The patient described here underwent chemotherapy as the size and location of the tumour did not permit complete resection or administration of effective doses of radiotherapy. During chemotherapy, the patient developed acute hepatitis due to reactivation of latent HBV infection. This is a well recognised complication of steroid treatment in HBV carriers.' The patient made a full recovery after steroids were excluded from the chemotherapy regimen.
The primary hepatic plasmacytoma in our patient was associated with HBV carrier status. A number of extra-hepatic haematological malignancies in HBV infection have been described. However, any direct evidence suggesting that HBV infection could lead to the development of haematological malignancies is still lacking.
